impacted at the neck of his bladder. Home indicates that Martin wrote again on the matter to friends in 1791 and reproduces a final less optimistic letter of 1799, the year before Martin's death.
These letters do not mention Dr Scott, a saw, a knitting needle or a whalebone handle. Moreover the operation, sometimes performed ten times a day, was often painful, precipitating haematuria and spasm. Home was sceptical and it is probable the stones were never removed totally. under the Health Technology Assessment Programme'. Dr Smeeth has been misinformed by the HTA. Although this government-funded body has decided to investigate the feasibility of a randomized trial of treatment for early stage prostate cancer it has not commissioned any research that addresses the role of screening in prostate cancer control.
In 1997 the HTA issued a call for proposals under the heading 96/20 'Screening for Prostate Cancer'. Several applications proposed to investigate screening and treatment of localized disease and these included randomized controlled trials of screening. On receipt of these the HTA has decided to support only a study of 'the feasibility of conducting a multicentre randomised trial of treatment for localised prostate cancer: early detection, recruitment strategies and a pilot study'.
The National Screening Committee recommended to Health Ministers that 'prostate cancer screening should not be introduced until further evidence showed there to be a reliable test for screening purposes"' . At present there is no clear evidence that screening reduces prostate cancer mortality but neither is there evidence that screening is not beneficial. If decisions concerning future health care are to be evidence-based, a population-based randomized controlled trial of screening for prostate cancer is still required2. The Bournewood case
In the July issue (1998, JRSM, pp 349-35 1) we discussed the case of an autistic man who, with no ability to communicate consent or dissent to hospital admission, had been informally admitted to a mental health unit after displaying agitated behaviour in a day centre. The question was whether absence or dissent could be interpreted as informed consent. An application was made to the High Court for judicial review. The High Court found in the Trust's favour, but the Court of Appeal declared that the patient had been unlawfully detained a judgment that had vast implications for management of learning disability and dementia. Just after our paper went to press, the Law Lords announced their decision to overturn this judgment (R v Bournewood Community and Mental Health NHS Trust ex parte L, House of Lords Judgment, 25 June 1998). The first reason (a majority verdict) was that the patient had not in fact been detained against his will. The second (unanimous) was that, contrary to the original judgment, the psychiatrists had been justified in using the common law doctrine of necessity. It is against this common law background that the mental health legislation should be understood. The Percy Report of 1957, which laid the basis for the Mental Health Act 1959, marked a shift from the legalism whereby all patients had to be certified before admission to the idea that most patients could be admitted informally: there should be 'the offer of care, without deprivation of liberty, to all who need it and are unwilling to receive it'. Moreover, given that the relevant passages in the Mental Health Act 1983 are identical to those in the 1959 Act, it was argued that this line of reasoning applies also to the later Act. Here, then, is the statutory basis for the practice of equating lack of resistance with active consent. This decision creates a paradox, in that such patients (unwilling or unable to consent, yet not dissenting) could be admitted informally on the instructions of their psychiatrist but not receive the protection afforded under the Mental Health Act. The Government is planning a review of the Act, and this vulnerable group should be a priority in the deliberations. Another possibility, as argued in our July paper, is to use the Law Commission's proposal for the new incapacity jurisdiction. Although additional court interventions might seem just another burden on busy clinicians, in practice we believe they would help considerably.
Ajit Shah Donna Dickenson
Departments of Psychiatry of Old Age and Medical Ethics & Law, Imperial College School of Medicine, London, UK Ibn Al-Nafis The paper on Servetus by Dr Cattermole (November 1997JRSM, pp 640-4) was very enjoyable. There was no need, however, to depreciate the original work of Ibn Al-Nafis. The same attitude was patent in Meyerhof's conclusion, that that work from Damascus on the pulmonary circulation was 'based ... probably on theory alone . . in a book full of mistakes . a happy guess not advancing the explanation further.' Such judgment ignores the fact that Ibn Al-Nafis preceded Servetus, Colombo and Harvey by three centuries. Furthermore, depriving Ibn Al-Nafis of his priority, simply because of his assigning the place for the 'mixing of blood with air' to what is now presumed to have meant 'cells' of the lung, instead of 'capillaries' of the lung, as was presumably proposed by Servetus, would seem to be unfair. Such retrospective interpretation of anatomic terminology cannot be accurate.
The difficulty of assigning priority of discovery of the pulmonary circulation will no doubt continue. The problem facing any jury would simply be the lack of appropriate and applicable criteria. On balance, the temporal factor must outweigh such more nebulous terms as animalization or vitalization of spirits.
Farrokh Saidi
Iranian Academy of Medical Sciences, Basdaran Avenue, Tehran, Iran Arterial thrombosis after a long-haul flight An acute arterial thrombosis caused by a long-haul flight (June 1998 JRSM, p. 324)-I don't think so! That there was an arterial occlusion is not in question. The assertion that the predisposing factors for venous thrombosis should also be applied to the arterial circulation is incorrect. Prolonged stasis does not induce arterial thrombosis unless the artery is almost completely occluded from external pressure or the cardiac output is so severely impaired that arterial flow is at venous pressures not a situation compatible with comfortable life. The patient had a major risk factor for arterial thromboembolism a prosthetic valve and was not adequately anticoagulated, which despite the negative echocardiography was surely the cause of the incident. The international normalized ratio is within the normal range up to 1. 3. A ratio of 1.6 is only just above normal and well below any protocol for aortic valve replacement. The term 'relative anticoagulation' is not scientifically valid. Any dehydration that was present could have exacerbated the risk but was a minor contributing factor.
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